This study examines gender differences in the clinical profiles and long-term outcomes of chronic DSM-III Axis I psychotic inpatients from the Chestnut Lodge followup study. Diagnostic groups include schizophrenia, schizoaffective psychosis, and unipolar affective disorder. Sex differences were frequent, especially in schizophrenia. Females with schizophrenia, for example, had superior premorbid social, sexual, and marital adjustments. They presented at index hospitalization with more depression, self-destructive behaviors, and troubled interpersonal relationships. Their long-term outcomes were better than males in terms of social activity, work competence, time symptomatic, substance abuse, and marital and parental status. Baseline gender differences were comparatively sparse for the schizoaffective and unipolar cohorts. Outcome differences were virtually nonexistent among the schizoaffective patients but unipolar females received better ratings than males in work competence and substance abuse. Females had a later onset of illness and males presented with more antisocial behaviors across all three diagnostic groups. Results highlight the importance of analyzing data by gender in studies of the psychotic disorders.
In a recent review (Bardenstein and McGlashan, in press) of the literature on sex differences in the DSM-III Axis I psychoses, we found that (1) gender differences occurred most frequently in schizophrenic patients, with schizophrenic women showing a less deteriorated course of illness; (2) sex differences in affectively disordered patients supported the unipolar/bipolar subtype distinction; and (3) sex differences were less compelling but also less studied in schizoaffective psychosis. Here we use data from the Chestnut Lodge followup study to test for sex differences in three of these diagnostic cohorts: schizophrenia, schizoaffective psychosis, and unipolar affective disorder (insufficient subjects were available to study bipolar affective disorder). Assessment of comprehensive anamnestic and outcome data allowed both cross-sectional and longitudinal comparisons across and within the clinical profiles of these diagnostic groups-a perspective relatively unique to this realm of inquiry. Findings about gender differences in schizophrenia and unipolar affective disorder are compared to existing knowledge; findings for schizoaffective psychosis are new.
Methods
The subjects were severely ill psychiatric inpatients at a tertiary care, long-term, residential treatment facility that specializes in patients who have proved unresponsive to multiple biological and psychosocial therapies. The patients from this study were white and from upper socioeconomic brackets. They became ill early in their third decade and were hospitalized at Chestnut Lodge late in the same decade following sojourns through an average of three hospitals over several years. About four-fifths of the sample had been ill for more than 2 years before the index admis-320 SCHIZOPHRENIA BULLETIN sion. The chronic nature of our population ensures greater diagnostic certainty and tests persistence of sex differences despite illness severity. In the followup study, all subjects discharged between 1950 and 1975 who could be located underwent assessment an average of 15 years later. As outlined previously (McGlashan 1984a) , two types of data were collected independently: diagnostic/demographic and outcome.
Outcome data were collected through interviews with consenting subjects and/or significant others. The majority of the interviews were by telephone and averaged 2 hours in length. The information gathered was sufficient to rate 35 variables across six outcome dimensions. The dimensions and the number of variables rated per dimension were as follows: demography, n = 7; treatment, n = 6; social functioning, n = 4; work functioning, n = 4; psychopathology, n = 9; and global functioning, n = 5. Earlier testing (McGlashan 1984fl) revealed that patients interviewed by phone did not differ from patients interviewed face-to-face in their baseline demographic and diagnostic profiles. Phone-interviewed patients had a poorer overall outcome, suggesting a conservative bias associated with this procedure.
Baseline diagnostic and demographic assessment involved abstracting each voluminous medical record onto a 25-page chart abstract, from which each patient was rated on 157 variables across the following seven dimensions (and the number of variables rated for each dimension): demography, n = 2; family, n = 7; premorbid functioning/prognosis, n = 12; morbidity, n = 9; diagnosis, n = 16; index admission, n = 5; and signs and symptoms, n = 106. Outcome and baseline reliabilities have been reported (McGlashan 1984a) .
On the basis of the baseline sign and symptom data, several current operational diagnostic systems were used to construct the study diagnostic groups. The definitions of schizophrenia and unipolar affective disorder were primarily those of DSM-III (American Psychiatric Association 1980). The definition of schizoaffective psychosis was unique since DSM-III has no explicit criteria. For this study, schizoaffective patients were required to (1) satisfy all DSM-III criteria for schizophrenia except the affective disorder exclusion clause and (2) satisfy all DSM-III criteria for affective disorder (bipolar and/or unipolar) except the exclusion clauses for schizophrenia, bizarre behavior, and preoccupation with mood-incongruent delusions or hallucinations. Sample sizes are given in table 1. Reliabilities of the diagnostic process have been reported (McGlashan 1984<J) . The validity of the diagnostic cohorts studied here has been established through extensive analysis of their nosological characteristics (McGlashan 1983 (McGlashan , 1984c and longitudinal clinical profiles (McGlashan 1984b; Williams and McGlashan 1987) .
Gender analyses compared men versus women for all three study diagnostic groups across the battery of baseline and followup variables. Because this involved close to 200 variables per patient, data analysis attempted to minimize the Type I errors (false positives) common with multiple tests and to maximize clinical meaning.
Baseline and followup ratings were segregated into separate "families" or dimensions, as detailed above. Each dimension consisted of variables that were likely to be correlated with each other but not with the variables from another dimension. The baseline "family" dimension, for example, included family history of mental illness and measures of ongoing family psychopathology. The baseline "morbidity" dimension included age of illness onset, past treatments, and measures of chronicity. The baseline "index admission" dimension included sueh variables as year of index admission, length of stay, and type of discharge. Since each dimension provides an important component of the patient's longitudinal clinical profile, analysis considered each dimension separately.
To minimize significant findings arising by chance, the variables of each baseline and outcome dimension were first entered into stepwise linear discriminant function analyses (DFA) to predict gender category. One DFA was conducted on each diagnostic cohort for each dimension (except for baseline demography which contained only two variables)-a total of 36 DFAs. Variables selected by this exercise, which was an attempt to minimize Type I error, were considered to be potentially important discriminators between gender.
Many of the variables selected, however, did not by themselves discriminate males from females to a statistically significant degree by univariate tests. This is expected with DFA, which selects the set of variables most parsimoniously discriminating dependent categories. While such variables are important for the mathematical solution of a particular DFA, they have little, if any, clinical meaning on their own, since they are not discriminating except as part of a set. Therefore, to maximize the clinical meaningfulness of the variables emerging from each DFA, we subjected them to separate univariate analyses (two-tailed t tests for continuous variables and X 2 tests for categorical variables) and required that they be statistically significant at p < 0.05 to be reported as a result.
Results
Tables 2-4 present the baseline and outcome gender difference findings for the schizophrenic, schizoaffective, and unipolar affective cohorts, respectively. Tables 5 and 6 summarize the pattern of results across these groups. Results are presented and discussed from two perspectives: cross-sectional clinical profile across diagnosis and longitudinal clinical profile within diagnosis.
Clinical Profile Across Diagnoses-Baseline.
Demography. Schizophrenic and schizoaffective women were married more often than their male counterparts, while unipolar men and women were equally likely to be married.
Premorbid functioning/prognosis. Schizophrenic women ranked consistently higher than men in premorbid sexual functioning and social functioning. Work/school functioning was comparable across gender in the schizophrenia and unipolar groups, but it was higher for the women than the men in the schizoaffective group, which is curious given that the schizophrenic and schizoaffective men had significantly higher IQ scores. This suggests that higher IQ did not necessarily correlate with better performance.
Illness course. The findings on age of onset partially confirm previous studies. Unipolar women were significantly older than unipolar men at onset. Schizoaffective and schizophrenic women were also older than their male counterparts, but only to trend levels of significance. Table 5 lists duration of illness variable, despite an absence of gender differences, to highlight that the men and women from all diagnostic groups in this study were equally chronic. Most of the index admission population had been ill for at least 2 years before their referral. Findings arising from differences due to degree of chroniciry, therefore, are substantially controlled. Likewise, caution should be exercised in generalizing these findings to more acute samples.
Psychopathology. Schizoaffective men reported delusions, hallucinations, or both, less often than schizoaffective women did. Many of the other symptoms that were overrepresented by gender conformed to sexually "stereotypic" behaviors. Antisocial behavior, for example, characterized the men in all three diagnostic groups. Surprisingly, no sex differences emerged in actual assaultive behavior for any diagnostic group-a new finding. Substance abuse was more frequent among males in the unipolar group. The characteristic symptomatic expressions of women, on the other hand, were more interpersonal and "pro-social." Schizophrenic women, for example, were more likely to have symptoms related to depressive feelings and to troubled relationships (regression with treatment, conflicts about giving and receiving care, and unstable one-toone relationships). Self-destructive behavior, including manipulative suicide attempts, characterized the schizophrenic and unipolar women. While this behavior may be categorized as "acting out," it also serves to invite intervention and mobilize help-goals that are far from antisocial.
Clinical Profile Across Diagnoses-Outcome.
General status. More unipolar women than men were alive at followup, perhaps because this diagnostic cohort contained the oldest patients. The schizophrenic women, but not the schizoaffective women, maintained their higher level of marital status. The schizophrenic women were also parents more often than the schizophrenic men.
Work and social functioning. Instrumental performance was superior in schizoaffective men because they pursued their schooling more frequently than schizoaffective women did. This may represent a cultural bias given the mid- century temporal location of the overall study sample. The schizophrenic and unipolar women, on the other hand, were more competent than their male counterparts instrumentally. The schizophrenic women also maintained their advantage over the schizophrenic men in social functioning.
Psychopathology. The schizophrenic women were consistently better than the schizophrenic men with respect to symptom frequency. The unipolar and schizophrenic men engaged in more substance abuse, and the schizophrenic men were more antisocial as compared to the women.
Global functioning. The schizophrenic women surpassed the men here; no differences emerged within the schizoaffective or unipolar groups.
Longitudinal Clinical Profile
Within Diagnosis-Schizophrenia. Schizophrenia (table 2) . The vicissitudes of sex differences over the longitudinal clinical profile for each diagnostic cohort can be complex. The schizophrenic cohort, however, presents the most consistent and comprehensible picture. The women had better functioning at onset and continued to surpass the men at outcome. In some variables, the gender differences between baseline and outcome apparently increased. The schizophrenic women's marital rate at followup, for example, exceeded their initial rate at baseline. In some instances, differences between baseline and outcome suggest deterioration of the schizophrenic men, as in their greater tendency to abuse alcohol after initially looking comparable to the female patients. Overall, our observations concur with the growing consensus that schizophrenia in women runs a more benign course (Bardenstein and McGlashan, in press ). Previous findings of antisocial behavior in schizophrenic males and depression in schizophrenic females (Bardenstein and McGlashan, in press) are also confirmed.
Schizoaffective psychosis (table  3) . The schizoaffective group presented few sex differences initially. Despite the men's superior mean IQ, their work quality was inferior to that of the women. Like schizophrenic men, schizoaffective men were more antisocial. These differences, nevertheless, seem irrelevant to outcome, which was indis- tinguishable in the two sexes. The men failed to translate their initial intellectual advantage into a higher level of occupational functioning, although they did more frequently reach a higher educational level. At the same time, initial differences in antisocial behavior disappeared. Overall, the absence of genderrelated differences was striking. Might it be that once an affective component enters the schizophrenic picture sufficient to warrant a schizoaffective diagnosis, the sexes increasingly resemble each other through course of illness?
The meager literature on sex differences in schizoaffective patients (Bardenstein and McGlashan, in press) does not contradict our findings, most of which are new. 4) . The unipolar women were apt to be older at onset of illness. The men were often engaged in antisocial behavior and substance abuse, whereas the women frequently directed aggression toward themselves in the form of self-destructive/ suicidal attempts. At outcome, the men continued to abuse substances and women were more competent at work. Global outcomes, however, failed to discriminate significantly between the unipolar men and women suggesting a convergence of initial discrepancies by followup.
Unipolar affective disorder (table
Our unipolar results replicate previous findings of equivalent demography, premorbid functioning, and outcome adjustments in male and female unipolar patients (Bardenstein and McGlashan, in press ). The women were uncharacteristically older at onset. Our unipolar men were more prone to acting out, which complements the common clinical observation that men are less likely to report (or to tolerate) symptoms of depression.
Discussion
These data provide unique perspectives on sex differences in severe psychopathology. As summarized schematically in tables 5 and 6, gender differences characterized all diagnostic groups, but the patterns of differences were distinct crosssectionally and longitudinally. The schizophrenic population, for example, exhibited far more sex differences than any other group, suggesting a strong interaction between gender and diagnosis. Some patterns over time were also relatively diagnosis-specific, such as the increasing divergence in functional capacity between the male and female schizophrenic patients and its convergence between the male and female schizoaffective groups at outcome.
Other sex differences recurred in several diagnostic groups, suggesting patterns that are more determined by gender than by the form of psychopathology. One such trend might be described as a male tendency to externalize or act out tension and a female tendency to internalize or contain conflict within object-relatedness. By our observations, antisocial behaviors were characteristically male. Women, on the other hand, manifested more subjective and "object-directed" symptomatology; they felt depression and engaged in manipulative suicide attempts that served to engage people, not alienate them. These differences were strong enough to emerge, in one form or another, across all diagnostic cohorts and, therefore, to be relatively independent of diagnosis.
Our findings about schizoaffective gender differences are essentially new. The relative scarcity of gender differences is surprising, especially considering the way we defined the disorder. In overall course and outcome, our schizoaffective cohort was close to schizophrenia but not to unipolar affective disorder (Williams and McGlashan 1987) . Our schizoaffective psychosis sample, in short, had a stronger schizophrenia component than most reported schizoaffective psychosis samples. The gender-difference pattern, however, did not mimic our schizophrenic group, suggesting that the presence of affective disturbance can substantially alter schizophrenia-related gender patterns.
Our findings about schizophrenic and unipolar patients basically replicate prior work. Nowhere, however, have we found similar gender differences in clinical profiles between more than one diagnostic group. Such a comparison helps to highlight how consistent the gender differences in schizophrenia are and how relatively specific they appear to be to this illness in comparison to the other DSM-III Axis I psychotic entities.
Our subjects were severely ill, tertiary care patients from upper socioeconomic levels, which may narrow the generalizabiliry of the data. Accordingly, we offer our findings as a contribution, not as a prototype. presented at the 139th 
